Results

SCOTLAND
A total of 19 (73%) questionnaires were returned. Eighteen (95%) preferred the IJV for placement of CVCs while only one respondent (5%) chose the subclavian vein as their first site for insertion of catheters. Six (31%) audited CVC related complications regularly.
Fourteen (74%) used 2D US guidance, of which 5 (35%) used it routinely while 9 (65%) used it in difficult situations, anticipated or otherwise. Eleven (58%) believed it took longer, and five (26%) felt that it would result in de-skilling of staff. Ten respondents (53%) planned to implement the NICE guidelines. When asked about plans to procure the device, 14 ICUs (74%) already possessed one, 2 (10%) were planning to buy one and 3 (16%) had no immediate plans to obtain the device. Two ICUs amongst the 14 that already had a 2D US locating device were hoping to buy another. Only 6 (31%) had received formal training from radiologists in the use of the technology.
MERSEYSIDE
The response rate from the Merseyside ICUs was 100% with all 11 questionnaires being returned. Seven (63%) preferred the IJV to the subclavian vein as their first site for placement of catheters. Only one (9%) chose the subclavian vein. Three (27%) units audited complications routinely. Four (36%) practised 2D US guided insertion of CVCs. All of them used it only in difficult situations. Nine (81%) believed it took longer, 7 (63%) felt that it was more cumbersome and 6 (54%) were of the opinion that it would result in loss of skills amongst staff. All 11 respondents planned to implement the NICE guidelines. Seven ICUs (63%) had arranged to procure an ultrasound device and three ICUs that already had one hoped to buy another. Only two (18%) had actually been formally trained by radiologists.
Discussion
Use of 2D US guidance for CVC placement is currently an area of intense debate. Central venous access has traditionally been achieved using anatomical landmarks. As with most medical procedures the level of experience of the operator is inversely related to the risk of complications. The incidence of mechanical complications after 3 or more attempts is 6-fold higher than after one attempt. 2 Since 1984, many authors have recommended ultrasound guidance. Real time ultrasound guidance provides the operator with a high-resolution visual images of the vein before and during cannulation. The NICE committee studied 20 RCTs, of which 13 looked at US guidance, 6 at Audio-guided Doppler and only one compared both against the landmark technique. The NICE document considered trials that were unblinded, some of which were not adequately powered to detect significant differences in complications or benefit, making assessments from pooled data tenuous.
Data on speed of insertion and. the evidence to support the belief that US usage reduces carotid puncture rates were less impressive. It is reported that amongst experienced operators the rate of carotid puncture using the landmark technique is less than 3% 3 . Moreover, two recent and adequately powered studies make clear that ultrasound guidance offers incomplete protection against arterial injury. A published audit of the use of ultrasound in routine practice found a carotid puncture rate of 5.8%. 4 It is evident from our surveys that opinions regarding deskilling of staff are equally divided. Some believe that routine use of the 2D US would lead to loss of a core skill, particularly in the situation of emergency cannulation. It can be argued that elective use of the technology would only enhance our knowledge of the anatomical variations in position of veins and improve our appreciation of the inherent risks of the procedure.
Our surveys across both regions showed that only a few units that possessed 2D US had actually received formal training. The NICE appraisal committee recommended appropriate training to achieve competence. The guidelines however do not clarify the type or duration of training .The figures from the NICE report reveal that anaesthetists insert the majority of these lines and it therefore seems surprising that the already overworked radiology department is expected to train anaesthetists to enable them to achieve the necessary competence.
Although the document acknowledges the importance of maintaining traditional insertion techniques for use in the emergency situation, there is little advice on how this is to be achieved given the concern of some practitioners about the medico-legal consequences of not adhering to the guidelines 6 . The Royal College of Anaesthetists in their supporting statement alleviate some of these concerns by mentioning that the Landmark method would be an acceptable alternative, whether or not 2D US is available 7 .
Although it would seem logical to wait for the results of large RCTs before unequivocally implementing these guidelines, it is also quite difficult to design trials with sufficient statistical power. Most trials looking at cannulation have a sample size of less than eighty. It has been estimated that the size of a reliable study should exceed hundred patients to show a significant outcome8.
Conclusion
CVC placement is a commonplace procedure with well-recognised risks, usually performed by junior staff in emergency situations. NICE guidelines have been widely interpreted as a recommendation for universal use of 2D US and as such has caused great controversy, not least because it indicates a major change in practice for the vast majority of practitioners inserting these lines. Our surveys reveal that although more than half of the Scottish and all the Merseyside units planned to implement the NICE guidelines, there were reservations about the potential for deskilling of staff. Amongst the units that did possess the technology, the majority had not received formal training.
In conclusion, we do need more robust evidence before there is wholesale acceptance and implementation of these guidelines by ICUs throughout the country. s Opinion -Deskilling of staff 5(26%) 6(54%) 10 Implement NICE guidelines 10(53%) 11(100%)
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Plan to buy a device 2(10%) 6(63%)
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Formal Training from radiologists 6(31%) 2(18%)
